Do we place insufficient emphasis on the role of health care interventions in improving population health?
While it is widely accepted that the population's health is a product of the complex interaction of multiple factors, there is still debate about the relative contribution that different determinants have made and that different interventions and policies make to improving the health of the population. This debate affects the priority given to different policies.
Much of the public health contribution to this debate reflects two widely held beliefs, attributable in part to the work of Thomas McKeown. 1 The first is that health services have contributed little to the improvement in population health seen over the last 150 years and that the future role for health care in improving population health is limited. The second is that health services have largely responded to illness rather than attempted to maintain and promote people's health. 2 A number of studies suggest that a reappraisal of this orthodoxy is warranted. [3] [4] [5] [6] In addition, while the impact of health care on population health has still to be accurately quantified, this is also true of the other main determinants of health 7 and of public health interventions to improve health. 8 In the light of these uncertainties, two questions arise. First, why is there such a strong belief among public health practitioners in the capacity to improve health by tackling non-health care determinants through policies such as housing and community development? 9 Second, is this belief a useful guide to policy and, if not, what if anything should be done about it?
The evidence that health is determined by social, environmental and economic influences throughout a person's life is not at issue. What is lacking is secure evidence that many broad public health interventions are effective. Priority must be given to addressing this lack of evidence. In the meantime, instead of polarized positions, an appropriate balance needs to be struck between the contrasting strategies of developing health services and intervening outside the health system.
Why the belief in the superiority of non-health care interventions in improving population health?
The thrust of McKeown's arguments gained strength from key reports, such as the Black report, 10 the Ottawa Charter 11 and the Acheson report, 12 which drew upon literature demonstrating strong associations between socioeconomic status, environmental conditions and health. The persistence of these associations and the widening of health inequality, alongside decades of massive and increasing expenditure and technological progress in health care, suggested the primacy of non-health care determinants of health, the limited scope to improve population health through increased availability and improved quality of health care, and the need to re-orient health policy and health services. A second factor was the high and rising incidence of iatrogenic mortality and morbidity.
Another factor that may help explain the relatively strong emphasis on the wider determinants of health is the relationship between power and beliefs. Clinicians wield enormous power within health services, at both the micro-level of individual treatment decisions and the macro-level through professional organizations. 13 In addition, health care professionals with an individual patient focus have little difficulty in attracting the attention or sympathy of the mass media. In this context, the position, legitimacy and influence of public health depends on the credibility and uniqueness of the perspective it brings to health policy. An emphasis on policies to alter the broader determinants of health is believed to buttress public health in its struggles to influence health policy. The danger for the health of the population is that these struggles polarize debate and discourage consideration of the contribution that health care makes to population health.
The idea that successfully changing society and the environment will result in improved health is uncontentious. However, it does not follow that health care has little role to play. Studies of avoidable mortality 3 of the effectiveness of health care interventions, 4 and analyses of age-and condition-specific trends in mortality 5, 6 all show the ability of health care to increase life expectancy and alleviate suffering. Changes in the rate at which health has improved over time, trends in life expectancy and differences between countries in the timing of health improvements are consistent with differences in the rate of diffusion of new health care technologies. These analyses suggest that as populations become more affluent and healthier, the relative contribution of health care to improvements in health increases.
Nor does the persistence of socioeconomic inequalities in health, despite increasing levels of expenditure and technological progress, necessarily mean that health care cannot mitigate them. There is evidence of unequal access to effective interventions. 14 Alongside the association of health improvements with rates of diffusion of health care technologies, this suggests that the unrealized potential of health care is contributing to the persistence of inequalities in health.
Improving policy-making in a ministry of health
Is the quality of health policy-making in England improving? Looking back on 18 years as chief economist in the UK Department of Health the short answer is yes, but there is still much further to go. 1 Intermittent exposure to policy-making in other countries suggests that England is not unique.
The quality of national health policy-making can be judged either by the quality of the outcomes achieved or by the quality of the decision-making process. Here I focus on the latter: has decision-making become more rigorous and evidence based as regards the specification of objectives, the identification of options, the assessment of costs and benefits, the prioritization of interventions and policies, the attention to implementation and incentives, and the monitoring and evaluation of outcomes? Has the Department of Health also become a more effective learning organization exhibiting greater skills in systematic problem solving, experimentation with new approaches, learning from its own experience, learning from the experiences and best practices of others, and transferring knowledge quickly and efficiently throughout the organization? 2
Major advances
There have been major improvements in six areas. First, 20 years ago there were few national health programmes with clear and measurable objectives and even fewer with quantified targets. Vague objectives were supported by even more vague care standards. The consequent lack of focus was compounded by annual guidance on health service priorities that regularly collapsed under the sheer number of aims. Today most major policies and programmes have measurable objectives and standards, many also have targets, and the number of key priorities has become more manageable. The clarification of objectives has been accompanied by a broadening of interest in performance, and a major growth in performance information such as clinical outcomes by area, hospital and clinician, and systematic monitoring of patient experiences.
Second, for many years the Treasury has issued guidance on the costing of new policies and programmes. Observance by the Department of Health has fluctuated around a gently rising trend, assisted by increasing analytical capacity and by the incentive for greater rigour provided by more transparent objectives, particularly the adoption of targets. However, a chronic weakness in costing (and in policy development in general) has been the poor assessment of human resource implications, a shortcoming that continues to bedevil policy-making. 3 Third, 20 years ago systematic approaches to assessing costs and benefits and to comparing costeffectiveness were largely confined to capital investments in buildings. Subsequently, the same broad
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